We report the case of a transverse-sigmoid colon knot, a rare cause of large bowel obstruction. There have been no previous documented reports of a transverse-sigmoid colon knot in the literature. Early surgical exploration in this case prevented progression to strangulation of the bowel and gangrene, which avoided the need for resection.
Discussion:
The aetiology for intestinal knotting is unclear. It is likely that the knot is initiated by a hyperactive bowel which winds itself around the pedicle of a passive segment of bowel. 1 On presentation, patients complain of abdominal pain and symptoms suggestive of intestinal obstruction. 2 Preoperative diagnosis is extremely difficult due to the rarity of its occurrence and atypical radiological findings. 2 As an advantage over the plain abdominal X-ray in diagnosing ileosigmoid knotting, computed tomography (CT) can identify medial deviation of the distal descending bowel with a pointed appearance of its medial border. 3 Transversesigmoid knotting, however, does not appear to have such characteristic findings on CT imaging. 4 Closed proximal loops become congested and gangrenous within a few hours. Therefore, aggressive resuscitation, early surgical relief of obstruction and appropriate antibiotic cover followed by exploratory laparotomy are indicated. 3 Usually the knot is tight and so untwisting the knot following deflation of the bowel is only possible when bowel loops remain viable. When friable, there is risk of perforation and septic shock and in such cases en-bloc resection of the gangrenous loops within the knot is highly recommended.
Conclusion:
Intestinal knotting is a rare cause of bowel obstruction and despite reports in the literature that describe the clinical features and radiological appearances, diagnosis remains difficult. This report highlights to surgeons that in rarer cases of obstruction, where a clear diagnosis is not given and when conservative measures appear to be failing, prompt surgical intervention can work to reduce complications. Editor, NICE has recently issued guidance for patients with chest pain of recent onset suggesting exercise stress testing is of little value. Instead, an assessment is made of the nature of the pain then three risk factors in addition to age and gender are used to calculate a risk score. This allocates patients to a range of sophisticated tests including cardiac computed tomography, myocardial perfusion scan and coronary angiography. The exercise intensity associated with the walk is approximately 8-9 METS (1 MET = metabolic equivalent, an approximation of resting 02 consumption/kg/min). It is recognised that patients able to reach 8 METS have half the mortality of patients unable to achieve 5 METS with further incremental benefit of a 10-15% reduction in mortality for each addition MET over 8. 
